GMEC Approval Form
Non-ACGME Accredited Program Request

Program to be created:  Click here to enter text.
Proposed start date of program:   Click here to enter text.
Does ACGME or any other accrediting body offer accreditation for this training:   Click here to enter text.
Proposed Program Director:  Click here to enter text.
Proposed Residency Coordinator:  Click here to enter text.
Proposed number of residents:  Click here to enter text.
Proposed number of residents per level of training year:  Click here to enter text.
Proposed duration of training program:  Click here to enter text.
Who will employ the residents (UT, UTMG, etc):  Click here to enter text.
Who is funding the positions:  Click here to enter text.
Have funds been secured to support the trainees in the program (i.e. books, conference travel, etc.):  Click here to enter text.
· What account number are these funds located in:  Click here to enter text.
Where is the administrative space for the residents going to be located:  Click here to enter text.

Signatures at the bottom of the form by all parties acknowledge and agree to the following:
· Residency Coordinators require at least 25% protected time for small fellowships, 50% protected time for large fellowships/small residency programs, and 100% protected time for multiple programs or large residency programs.
· UT GME policy dictates that the University does not accept trainees on an H1B visa
· All GME policies and procedures will be followed



The following documents must be attached:
· Letters of funding from the hospitals or other entities certifying that they will pay for the residents in the program
· Program Director CV
· Letter from the Chair and/or Program Director explaining the rationale for creating this program
· Application for non-ACGME accredited residency or fellowship 



_________________________________		________________________________
		Chair					     	Division Chief (if applicable)


_________________________________		________________________________
	    Program Director					Core Program Director


_________________________________		_________________________________		Business Manager/Director			       	Residency Coordinator			

















UTHSC Graduate Medical Education
Application for a 
Non-standard Training program 

Please return the completed application and all requested documents via email to Kathleen Pierce kpierc22@uthsc.edu no later than TWO WEEKS prior to the GMEC meeting date.  The GMEC meets on the last Monday of each month, except for May, June, and December.  If you are unable to submit all required documents in a timely basis, review of your program will be postponed until a subsequent meeting.

Program Information

Program Name
	



Name of most closely related ACGME program and certifying board
	



Length of program i.e., 12-months.
	



Total number of trainees (by PGY level, if more than one year offered)
	



Program Director Name
	



Sr. Associate Program Director (Name of another faculty member qualified to serve as program director)
	



Program Coordinator Name (Administrative staff member who will assist the program director with managing the program)
	



Primary Training Site
	



Other Training Site(s)
	



When do you intend for the first trainee(s) to start?
	



Total number of fellows (by PGY level, if more than one year)
	



Educational Program

Provide a brief educational rationale for the creation of the proposed program.
	




State the goals and objectives of the program.
	



List the faculty who will supervise and teach in the program; state how much time each will devote to teaching in “hours-per-week” format.
	Faculty Name and degree(s)
	Title
	Hours per week devoted to teaching and supervising fellows

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Describe the expected interactions between your residents/fellows and other trainees; describe any potential impact on the core residency program and other fellowship/s (e.g., reduced clinical material available to residents; increased medical student teaching or resident supervision, expanded didactic conferences open to trainees in other programs, etc.)
	



Discuss anticipated strengths and weaknesses of the program and how you might address the latter.
	



List the conferences, seminars, journal clubs, etc. in which the resident/fellow(s) will participate (add rows if necessary):
	Name of Conference
	Frequency 
	Required or Elective
	Individual or Dept. responsible for the session

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


 
Describe the basic science and/or clinical research requirements, and/or opportunities available to the resident/fellow(s); note whether (and how much) protected time will be provided for research.
	



Describe how the resident/fellow(s) will be supervised by the faculty in all patient care settings.
	



List the planned methods for evaluation of and feedback to the resident/fellow(s) (add rows if necessary):
	Evaluation Method
	Frequency
	Evaluator

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Describe how the resident/fellow(s) evaluate the faculty and overall program
	




Will moonlighting be permitted?
	




Additional Documentation Required
1. Block diagram/rotation schedule
2. Candidate selection criteria
3. Competency-based rotation specific goals and objectives for each level of training.
4. Letter of funding support from all sources
5. Letter of support from Department Chair
6. Letter of support from the most closely related ACGME Program Director
7. Letter from the administrative director of the department stating that the department understands that any administrative support and costs associated with this program will be the responsibility of the department
8. Proof of valid Tennessee medical licensure
9. Proof of ABMS board certification for Program Director and all faculty who will participate in the program
10. Transition of Care Policy (program specific)
11. Supervision Policy (program specific)


